16
Post-mastectomy Lymphedema of the Arm Treated by Omental Graft R C N Williamson MB FRCS1 (for Ian P Todd MS FRCS) (St Bartholomew's Hospital, London ECJ) Mrs B P, aged 48 History: June 1966, total mastectomy with axillary clearance for Stage I carcinoma of right breast. Histology showed a Grade II spheroidal cell carcinoma with no axillary node involvement. Postoperative radiotherapy (4500 rad) to right cervico-axillary chain and internal mammary nodes. A year later she began to develop secondary lympheedema of the right arm which steadily increased thereafter. Involvement of the hand seriously restricted her activities and caused considerable mental distress. Conservative treatment with diuretics, compression bandaging and ultrasonic therapy failed to produce any lasting benefit. The patient insisted that surgical decompression of the arm be attempted.
On examination: Gross lympheedema of right arm, with 8 cm difference in girth between the two arms at elbow and wrist level. No evidence of recurrent carcinoma. Investigations: Venography showed no obstruction to axillary or cephalic veins. Lymphatic obstruction with dermal backflow seen on lymphangiogram.
Operation (June 1971): Laparotomy through right upper paramedian incision. Greater omentum mobilized on right gastro-epiploic pedicle, brought out through abdominal incision and passed via subcutaneous tunnel to right axilla. Omental graft delivered into upper arm through short incision just lateral to axilla. By suitable dissection, graft brought as far as the elbow without tension, spread out subcutaneously and sutured in position.
Progress: Following operation cedema rapidly disappeared from the hand. Four months later the circumference of the arm had diminished by 5 cm at wrist level and by 2 cm at the elbow. The patient's morale was considerably improved by the restoration of function to a useless limb. Postoperative lymphangiography suggested lymphatic drainage of the arm both via the omental graft and via the usual supraclavicular route.
Comment
Some swelling of the arm has been reported in just over 50 % of radical mastectomies . Severe lympheedema appears to com-'Present address: Royal Berkshire Hospital, Reading, Berkshire plicate 10-15% of operations and produces an awkward heavy limb liable to recurrent cellulitis. Venous obstruction is seldom a factor of great importance in the etiology of this cedema (Thompson 1971) , and venography was normal in this case. The multiplicity of operations described for chronic lymphoedema proves that none is entirely satisfactory. Thompson (1971) reported good results in 14 (61 %) of 23 cases of postmastectomy cedema treated by his buried dermis flap operation. Goldsmith et al. (1967) described the omental swing operation and applied it successfully to 3 such cases. This operation was performed in our case though without any excision of lymphoedematous tissue in the arm. The early result is promising.
Mr Ian Burn (Royal Postgraduate Medical School, London W12) said that although an cedematous limb might result from uncomplicated interruption of the main lymphatic drainage this was unusual, compensatory mechanisms often being sufficient to prevent permanent manifest swelling (Burn 1968) . The studies of showed that the degree of swelling of the arm after radical mastectomy was frequently determined by the coexistence of venous insufficiency; this was caused by irradiating the dissected axilla, when the axillary vein became surrounded by dense fibrous tissue. A normal venogram did not exclude the presence of venous insufficiency, the extent of which could only be assessed by flow studies.
Fortunately the practice of giving extensive postoperative radiotherapy to the dissected axilla after radical mastectomy had fallen into disrepute and the incidence of swollen arm would fall accordingly. Meanwhile, attempts at treating existing swollen arms only by techniques aimed at improving the flow of lymph had to be regarded with some caution.
